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During the harvest of the greater saphenous vein
(GSV), anatomic anomalies or pathologic changes
such as phlebitis, sclerosis, and varices cause the vein
to be too short for grafting. Not infrequently, these
findings are encountered in the lower medial thigh
and knee area. Much as is done with the arm veins,1
we have developed a technique that uses the latero-
femoral cutaneous vein (LFCV) without splicing
when the GSV requires additional length for infra-
geniculate arterial reconstructions. The LFCV (also
called the anterior femoral vein) is a tributary branch
of the GSV and is anatomically quite constant in
most cases.2
TECHNIQUE
Before the GSV enters the saphenous fossa, the
LFCV is identified as the largest lateral branch and
has a diameter of about 3 to 9 mm (Fig lA).
Together the two veins form a simple 1- to 2-cm
stem that empties into the common femoral vein.
This confluence is left undisturbed until both veins
are fully harvested. Additional smaller venous tribu-
taries that may join the LFCV are tied off. The GSV
harvest proceeds in the usual fashion until the main
trunk becomes inadequate.
Through the same incision, the LFCV is harvest-
ed distally to the mid-thigh area. The common seg-
ment between the GSV and the LFCV is now divid-
ed close to the femoral vein, and the two orifices are
closed with a continuous 6.0 polypropylene suture
(Ethicon, Somerville, NJ).
The two veins are then rotated as a straight com-
posite graft to allow centrifugal flow. The larger cal-
iber lumen of either ends is selected for the inflow of
the graft. In the first two patients, we have used the
GSV in the reversed (retrograde) position (Fig 1C).
Although we prefer to use the LFCV in a nonre-
versed (orthograde) position because it typically has
fewer cusps (2 sets) to be lysed as compared with the
multiple (7-9 sets) cusps seen in the GSV, it can be
used reversed (as we did in the third patient; Fig 1B).
Choosing between these options depends on
which vein has the better quality for the inflow. An
antegrade intraluminal valvulotome is always inserted
in the nonreversed vein segment. A side branch orifice
can also be used as an entrance site for the valvulo-
tome. The inflow is used for filling and distending the
vein from the opposite end. After all the cusps have
been excised and a free flow is demonstrated, the vein
is marked with blue ink to avoid twisting. Standard
anastomoses are now ready to be constructed.
PATIENTS AND RESULTS
Since 1998, we have used this method on three
women who needed infrageniculate bypass grafts. In
patient 1 (a 79-year-old woman with prior below-
knee venous stripping), a 10-cm long and 3-mm
diameter LFCV was used in a nonreversed position
for a femorodistal popliteal bypass graft. In patient 2
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(a 91-year-old woman with ipsilateral venosclerosis
from prior phlebitis), a total graft length of 50 cm
was obtained when a 15-cm long and 4-mm diame-
ter LFCV was used in a nonreversed position at the
outflow side of a femoroanterior tibial bypass graft.
Both the LFCV and a 35-cm long GSV were har-
vested from the opposite leg. In patient 3 (an 83-
year-old woman with distal varicosities, who needed
femorodistal popliteal bypass grafting), the 10-cm
long and 9-mm diameter LFCV was rotated in a
reversed position at the inflow side as a composite
graft, and a 40-cm long SGV was used in a nonre-
versed position.
The patients were dismissed on postoperative
day 5. All three grafts were positioned subcuta-
neously. At surveillance follow-up 6 months later,
the grafts had maintained patency with no flow
abnormalities by duplex ultrasound scan and veloci-
ty criteria.
DISCUSSION
This technique can be used only in those cases in
which the LFCV is adequate; therefore preoperative
ultrasound venous mapping may be helpful.
Frequently, the LFCV does not run in an acute angle
to the main GSV, and the compliance of the vein is
such that kinking or angulation on rotation for stream-
lining the flow has been avoided at the juncture.
Similarly, kinking was not seen with the cephalic-
brachial vein transposition in the arm.1 Furthermore,
the LFCV diverts approximately 4 to 5 cm from the
GSV as it further descends into the thigh, allowing the
harvest to proceed with the same incision without
developing a big skin flap and resultant skin necrosis
when mobilization is carried out.
There was no intraoperative morbidity attribut-
able to this technique, and the incisions healed pri-
marily without skin necrosis. However, a drain is
suggested to avoid hematoma formation. This tech-
nique requires complete and meticulous excision of
the valve cusps. Its main drawback is that stenosis
may develop at valve sites in which valve cusps are
incompletely excised by the valvulotome at the time
of initial graft implantation.
In conclusion, this technique of recruiting an
extra length of adequate vein for lower leg bypass
grafting can be achieved with satisfactory early clini-
cal and ultrasonic results. It avoids secondary skin
incisions and the placement of an additional venove-
nous anastomosis.2,3 Long-term studies are needed
to confirm the beneficial use of this technique.
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Fig 1. A, Before mobilization and rotation of LFCV and,
B and C, after mobilization, the common venous trunk
(T) is closed with 6.0 Prolene suture, and the appropriate
venous cusps are excised and made incompetent with the
use of an intraluminal antegrade valvulotome.
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